MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH l63-040502

DEPARTMENT OF PUBLIC HEALTH AND WELFA 3&
DO NOT WRITE AMENDED =Rte\-;iuroﬁ:m District No. ______ =25 ____ Primery Regismation District No. 5655 Repisrrar's Na.

ON THIS STUB m o Y ONT 90 gane

1. PLACE OF DEATH' =~ 9 1JD0J 2. USUAL RESIDENCE (Where deceased llved. Ff inahilulion: Residence before

- UNTY
a CO a STA]HiBBOUri b. COUNTY Lawrence admisslon)
b. CITY [If outside corporate limits, give TOWNSHIP anly) Length of stay in 1b ¢ CITY

STATE FILE NUMBER

VS 300
Rev. 4759

Innide Limite

OR
town Mt. Vernon 974 days TOWN Mt. Vernon Yes g No(d
c. FULL NAME OF It NOT in hoapital, glve lecstion) Inside Limita d. STREET [If ocutsida, give locerion) Reside on Ferm
HOSPITAL OR ADDRESS
l~sr-1url0N Mo. State Sanatorium Ye: [0 No[¥ Yes O Nogd

1

1

TDATE AMENDED

., NAME Of DECEASED Firs: Middla Last 4. DATE Month

{Type or print) Day Yaar

Morris v. Burke _ DEAH Qctober 15, 1963
5. SEX 6, COLOR OR RACE 7. Married [X MNaver Married [] |8. DATE OF BIRTH | 9 AGE (last birthday) |IF UNDER | YEAR | IF UNDER 24 MR
Male White Widowed [ Divareed [ ’%30_06 57 Months l Days Hours I Min.
102, USUAL OCCUPATION [Give kind of work done | 10b. KIND CF BUSINESS OR INDUSTRY/11. BIRTHPLACE (City and stafe of country) | 12. CITIZEN OF WHAT COUNIRY
?rmHgi_of warking lifa, even if retired) Fa rm Dunk lill comty , Mo. USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14.” NAME OF HUSBAND OR WIFE
John Burke Nora Haltghouser Mildred Burke

15. WAS DECEASED EVER IM U.5. ARMED FORCES? 4 —raciaeesunite sy |17, INFORMANT Address

Yes, no, k If -1 d \
(Yes, Dﬂ.:lm un| nnwn)'( yoi, give war or dates of 4 San. reCOl’dB,MO.SCﬂCE San. ,Ht.Vernon,Ho.

18. CAUSE OF DEATM [Enter only ona cause per Ilne for (s}, (b), and [c). INTERVAL BETWEEN
ART ). DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE {a)

DOCUMENT

Ct:ild}i'ﬁom, if any, DUE TO (b} :

o
abave _cause (8l in right upper and lef t thoracoplas (:y
stating the under- .
fying cavse last. DUE 10 ()

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related 1o the terminal PART (Il If decossed was  famale was
disease condition given in PART | (a) there a pragnancy in fast 80 deys.

O Yes {1 Ne | O Unkngwn

19. WAS AUTOPSY | 20s. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In PART | or PART [l of item 18}
PERFORMED a im| a
Yes [0 NO

2. TIME OF " Hour Month, Day, Year-

INJURY a.m,
p.m.

20d. INJURY OCCURRED 70a. PLACE OF INJURY (a.g., in or abow! home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK farm, factory, strest, office bidg., etc.)

NOT WHILE AT WERK ]
21. | attended the d d from 2 - 14 it 61 'n‘f']‘o = 15 = 63 and last uwlﬁﬁliva on 10" 15-63

Death occurrad  at 10 =00 }-_m- _m on the date stated above, and to the best of my knowledge, from the causes stated.

) .
22s. 81 {Dpgree or 1itle) 22b. ADDRESS 22c, DATE SIGNED

U
! . 10-15-63
; % 2z, £)Mt. Vernon, Mo 0-15 )

ﬁ,ﬁuam CREMATION, | 236, DATE S/ 23: NAME OF ymkv OR CREMATORY 73d. LOLATION [City, town, of county] {State)
OVAL (5 4 . . ) ,Z

! /0 w7 &

(Lu:enud Embalmar’s Statement on Reverse Side)
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MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




- with the above constitutes grounds for.revocation of license).

NOT L

FLn A T R
STATEMENT BY I.ICENSED EMBALMER

Y m e W .
i R f‘-.! FLAEL R AL A R PR
B 2 ,-.” L S R atat A K -

| hereby certify that’ 1he body whose name is recorded on the reverse side of :h:s certificate was embalmed Ry me,

or by i ", Student Embalmer No.

working under my personal supervision,

.
Student : Signed%]%f’/ Z/\ZMJZ%—

Signatura of Student Embalmer

AH2E e —

Licensed Embalimer No.

- "P.' O. Address

cem
Tie 3

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

3

If embalmed by a STUDENT, ke also shall sign in his OWN handwriting.
If 1this body is not embalmed, fact shou|d be so stated above.




